INTRODUCTION
Colorectal cancer is the third most common cancer in both genders in the region with the rectum being the most common named site for cancer development. A significant number of these patients present with locally advanced disease (T3/4 or nodal involvement) (1) . Compared with other parts of the colorectum, patients with cancer of the middle and lower rectum are at high risk of local and systemic failure and death even with skilled surgery. There is an important role for radiotherapy in improving outcome from this cancer and the Swedish Rectal Cancer Trial clearly established the benefits of neo-adjuvant short course radiotherapy (SCR). These are reduced local and systemic recurrence and improved survival (2) . This approach has also been shown to be superior to postoperative radiotherapy (3). This regime of radiotherapy (SCR) is given in the form of 5 Gy for five consecutive days for a total of 25 Gy followed by immediate surgery the following week.
Short course radiotherapy is not universally practised and the majority of North American oncology centres will offer these same patients conventional chemoradiation (CCR) for a total of 50.4 Gy given as 1.8 Gy per day for 28 days followed by surgery four to six weeks later. During the period of the radiation, patients also receive radiosensitizing 5-flurouracil or capecitabine. Compared to SCR, this CCR will have more clinical and pathological complete response (4), and although there is a theoretical benefit of more sphincter sparing resections, it is yet to be proven by randomized trials (5) .
Importantly, there is an increasing body of literature which shows that compared to CCR, SCR has similar long term local recurrence and survival (4, (6) (7) . This is the most important outcome to the majority of patients, hence qualified patients will do equally well with either approach from an oncology point of view. But the SCR also has the advantage of having greater compliance and less acute toxicity (4). Short course radiotherapy is also less expensive and it frees up the radio-oncology unit such that more patients can be accommodated for radiotherapy. This is critical in Jamaica and other developing countries that lack enough radiotherapy machines or sufficient numbers of specialized doctors and other health professionals to adequately treat the majority of cancer victims who can benefit (8) . The majority of our patients received radiotherapy through the cobalt Radiotherapy Units at the Kingston Public Hospital (KPH) and a smaller unit at the Cornwall Regional Hospital (CRH). These units provide the only affordable source of radiation as few can afford the linear accelerator at the privately run facility present on the island. In addition to rectal cancers, cancers of the head and neck, breast, lung, genitourinary (including cervix and prostate), skin, lymphomas and metastatic disease are routed through these units, which meet only 35-40% of the daily demands (9), with the result being unacceptable long waiting times, sometimes approaching a year (10) and less than the desirable oncologic outcome which is acknowledged by the patients and healthcare workers.
While private/public partnerships have been proposed (10), other creative means have to be found in an attempt to improve rectal cancer care. One method can be to develop our own protocol for rectal cancer patients as has been done in some centres with good effect (11) . In India, for example, there has been the call for an abbreviated protocol which may be more economically suited for that country (12) . Another approach must be a re-examination of the CCR protocol which is currently being employed at all our local radiotherapy units, with a view to offering SCR to some of our operable T3 rectal cancer patients. This will reduce the demands on these facilities, thus allowing the provisions of the necessary neo-adjuvant radiotherapy to more patients in a timely manner whilst not compromising the quality of care being delivered. It is hoped that once this change has been successfully implemented, a part of a long term soultion must also be evidence-based re-examination of all radiotherapy protocols for the other various cancers competing for this scarce resource in an attempt to improve patient outcome.
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